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Initial Comments

The Aduit Care Licensure Section conducted an
annual survery on 11/12/21,

10A NCAC 13F .0805(a){b} Activities Program

10A NCAC 13F .0905 Activities Program

{a) Each adult care home shall develop a
program of activities designed to promote the
residents' active involvement with each other,
their families, and the community.

(b} The program shall be designed to promote
active involvement by all residents but is not to
require any individual to participate in any activity
against his will. If there is a question about a
resident's ability to participate in an activity, the
resident's physician shall be consulted to obtain a
statement regarding the resident's capabilities.

This Rule is not met as evidenced by:

Based on record reviews, interviews and
observations the facility falled to ensure residents
were offered activities designed to promote the
residents' active involvement.

The findings are:

Review of the activities calendar posted in the
main haliway on 11/12/21 at :11:16am revealed:
-There was an activities calendar posted for
November 2021.

-The activity to be facilitated on 11/12/21 was
Residents Room Meeting.

-There were not time frames on the activities
calendar for the 11/09/21 and 11/12/21 Residents
Room Meeting and the 11/13/21 Resident
Choice.

-The November 2021 activities calendar had 12
activity hours for the week on 11/11/21 to
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Observation of the facility on 11/12/21 from
10:15am to 3:35pm revealed:

-No activities had been offered to the residents
daily.

_There were at least 6 residents seated in the day
room watching TV.

-Staff had not facilitated an activity.

interview with a resident on 11/12/21 at 10:20am
revealed:

_There were not activities offered to the residents.
-Most of the residents sit in the day room and
watch TV all day.

“There were no activity supplies for residents to
use.

interview with a second resident on 11712121 at
2:31pm revealed:

-Activities were not offered all the time.
Activities were offered a couple times a week.
-Activities had not been offered to the residents
on 11/12/21.

-He liked to play card games at times.

Interview with a third resident on 1112121 at
2:35pm revealed:

_Activities were not offered to the residents daily.
-She liked to play games.

Interview with the Resident Care Coordinator
(RCC)on 11/12/21 at 12:16pm revealed:

-She would facilitate today's activity because the
Activity Director (AD) was off on 112121

-The residents liked participating in activities.
~The Activity Director was respansible for creating
the monthly activities calendar.

Interview with the Administrator on 11/12/21 at
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3:21pm revealed:
-Activities were completed based upon the activity
calendar.
-The AD was out on leave.
-The RCC, Lead Medication Aide or Personal
Care Aides (PCA) were responsible far facilitating
activities since the AD was out on [eave.
-The AD was responsible for creating the monthly
calendar.
-Atleast 12 to 15 hours of activities were
scheduled weekly for the residents.
-She would have the AD to note time frames for
all activities.
“The activity had not been facilitated because the
staff had assisted the Surveyor.
-She expected staff to facilitate activities daily.
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